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Washington
Health Program

Your Response is Required to Continue Coverage

Dear Washington Health Member:

Washington Health (WH) received notice of your separation or divorce. We scheduled the
separation of your family account into two accounts. We sent your spouse an identical packet.

To remain enrolled with WH, you must complete, sign, and return the enclosed Application, along
with proof of your current home address within 60 days. If you moved to a different area and WH
coverage is not available in your new area, we will notify you.

Coverage for Dependents

On the application, list all dependents that you are requesting WH coverage for on your account.
The application must be signed by you and any dependents age 18 and over requesting WH
coverage. To remove a dependent’'s WH coverage from the original family account, return the
enclosed Mutual Consent Form signed by both parents.

Previous Payments

Any payments received on the joint account before the accounts were separated will remain on the
original account unless both parties notify WH to move all or part of the money to the other
account.

If you have any questions about WH, chat online with a WH representative at
www.washingtonhealth.hca.wa.gov or call us at 1-800-660-9840.

Sincerely,

Washington Health

Enclosures

HCA 27-145 (02/12) WHP Separation/divorce cover letter generic

Washington State Health Care Authority
P.O. Box 42714 « Olympia, WA 98504-2714
1-800-660-9840 « FAX 360-725-2047 « TTY 7-1-1 « www.washingtonhealth.hca.wa.gov



\\h@

Washington
Health Program

Mutual Consent Form

Washington Health (WH) is separating your family account into two accounts. Dependents can
only receive coverage under one WH account. Both parents must complete, sign, and date this
form to let us know which parent’s account will provide coverage for the dependents.

Return this form with the WH Application using the enclosed return envelope or mail to:
Washington Health Program, PO Box 42714, Olympia, WA 98504-2714.

We agree to cover the following dependents under each parent’s account, as indicated:

Account Information: Dependent(s) to be covered on this
account:

WH ID#

Parent’s printed name

Parent’s Signature and date

Account Information: Dependent(s) to be covered on this
account:

WH ID#

Parent’s printed name

Parent’s Signature and date
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